ED, prostate cancer treatment type and IPP implantation in a national cohort.
INTRODUCTION AND OBJECTIVES: Urethral injury during inflatable penile prosthesis (IPP) or artificial urinary sphincter (AUS) placement is rare, and traditionally most prosthetic surgeons avoid or abort prosthetic implantation when urethral repair is necessary. We report our experience with synchronous urethroplasty (SU) as a planned or damage control surgery during urologic prosthetic surgery to determine the safety and outcomes.
METHODS: A retrospective review of our extensive IPP and AUS database was completed to identify patients who underwent a synchronous urethroplasty from 2007 to 2018. We included patients who underwent SU during prosthetic surgery due to either (a) planned setting for known stricture or diverticulum, or (b) damage control setting after injury. Patient comorbidities and prior prosthetic or urethral surgeries were assessed. The follow-up was based on the most recent visit available upon chart review. Success was defined as the absence of urethral stricture and revision surgery.
RESULTS: From our database of 1508 prosthetic cases, we identified 7 patients (0.46%) who had an SU in the same setting as complete prosthesis placement (4 AUS, 3 IPP [1 combined IPP/ AUS], 1 sling). Three patients had a planned repair of a urethral abnormality, and four patients had repair of an intraoperative urethral injury. Among planned repairs, the abnormalities included a urethral diverticulum, urethrocutaneous fistula and a pre-existing urethral stricture of unknown etiology. In the patients who had an intraoperative urethral injury, etiologies were prior anti-continence surgery with significant scarring (n[2), severe corporal fibrosis, and prior urethral disruption from pelvic fracture. Six of the urethroplasties were completed with a primary closure while one patient underwent a dorsal and ventral graft procedure. Suprapubic tube (SPT) catheters were utilized in 6 out of 7 patients with average indwelling time of 4.1 weeks (7 to 47 days). The average follow-up was 21.5 months and all patients were continent at follow-up. There were no infectious or urethral complications identified. One patient had a revision of their AUS with downsizing of their cuff 13 months from the surgery.
CONCLUSIONS: Synchronous urethroplasty with prolonged suprapubic tube urinary diversion offers a safe "damage control" approach for men with urethral pathology during prosthetic surgery without conferring an increased infection or stricture risk.
Source of Funding: None

MP27-14 THE MULCAHY SALVAGE REVISITED: A CRITICAL APPRAISAL OF ANTISEPTIC IRRIGATION
Shu Pan*, Ricardo Munarriz, Boston, MA; Dayron Rodriguez, Dallas, TX INTRODUCTION AND OBJECTIVES: Penile prosthesis infection is a devastating complication to both patients and surgeons. It is most commonly managed with explantation (82.7%), which results in penile fibrosis and loss of penile size. The Mulcahy salvage protocol was introduced in 1996, consisting of: explantation, irrigation with antibiotic solution, hydrogen peroxide (1.5%), and betadine (5%), followed by reimplantation. The rationale for the irrigation solutions and concentrations has never been challenged nor investigated. The objective is to critically evaluate the cytotoxic and antimicrobial effects of antiseptic wound irrigation, and to derive an evidence based recommendation on the ideal concentration of clinical use.
METHODS: A literature review was performed to investigate the effects of the different irrigation solutions: povidone-iodine (PVI), hydrogen peroxide (H2O2), and chlorhexidine (CHG). PUBMED search was used, focusing on publications from the past 15 years. Resultant articles were categorized according to their design, critically evaluated for cytotoxicity, antimicrobial activity, effects on wound healing, and clinical efficacy.
RESULTS: Most in vitro assays demonstrate cytotoxicity of all three solutions at subclinical concentrations to cell lines including fibroblasts, table 1. H2O2 appeared to have the most harmful profile out of the three. Activity against gram positive organisms as well as biofilm was observed in both PVI and CHG. Robust clinical evidence exists for dilute PVI irrigation, demonstrating a reduction in postoperative infectious complications, table 2.
CONCLUSIONS: Urologists should consider utilizing dilute PVI irrigation during salvage procedures, which has been used with success in other surgical disciplines. Use of H2O2 should be discouraged, given its potent cytotoxicity and lack of clinical efficacy. CHG may be a viable alternative but requires further evaluation.
